children (Shields & Cicchetti, 1998; Shipman, Edwards, Brown, Swisher, & Jennings, 2005) . Sexual victimization may engender emotion regulation difficulties through a number of pathways. For instance, parental socialization of emotion regulation is likely to be severely disrupted in maltreating families (Morris, Silk, Steinberg, Myers, & Robinson, 2007; Shipman et al., 2007; Thompson & Meyer, 2007) . Specifically, maltreating mothers have been shown to be less validating and more invalidating in response to their children's emotions (Shipman et al., 2007) , potentially teaching children that expression of emotion is wrong and minimizing opportunities to model effective emotion regulation strategies. Emotion regulation deficits may also arise from survivors' attempts to manage the chronic high levels of negative affect stemming from the abusive experiences (see Marx, Heidt, & Gold, 2005 for review) . Whereas avoidance of these strong emotions may initially be adaptive for young victims, over the long-term, such strategies appear to heighten distress by contributing to psychopathology such as PTSD and dissociation (Litz & Gray, 2002) .
In addition to difficulties manifesting during childhood, there are indications that adult survivors may experience long-term difficulties with emotion regulation. For instance, compared to non-abused women, treatment seeking women with a history of child sexual abuse have more difficulty identifying and regulating emotional states (e.g., Cloitre, Miranda, Stovall-McClough, & Han, 2005; Gratz, Bornovalova, Delaney-Brumsey, Nick, & Lejuez, 2007) . Literature also suggests that adult survivors have difficulties accepting their emotions, report increased experiential avoidance (i.e., chronic attempts to avoid unpleasant internal states), and more often engage in emotionally avoidant coping behaviors including dissociation, substance abuse, sexual promiscuity, and self-injury to reduce negative affect (e.g., Batten, Follette, & Aban, 2001; Cloitre et al., 2005; Rosenthal, Hall, Palm, Batten, & Follette, 2005; Tull, Barrett, McMillan, & Roemer, 2007; Tull, Jakupcak, McFadden, & Roemer, 2007) .
Although the groundwork for emotion regulation is laid in childhood, emotion regulatory abilities are likely to fluctuate over time. Indeed, as Diamond and Aspinwall (2003) note, "Optimal emotion regulation is not a developmental task to be mastered at a certain age… but rather a 'moving target' that is continually sensitive to changing goals and contexts" (p. 149). One factor that may alter the trajectory of emotion regulatory abilities is adult trauma exposure. For example, combat veterans evidence difficulties with emotion regulation and affective control (Price, Monson, Callahan, & Rodriguez, 2006) . Similarly, the trauma of adult rape and sexual assault may impinge on one's ability to regulate emotions effectively. The few studies that have been conducted with this population suggests that these individuals experience emotion-related difficulties such as heightened experiential avoidance (Boeschen, Koss, Figueredo, & Aurelio, 2001) and alexithymia (i.e., the inability to identify and label emotional states; Zeitlin, McNally, & Cassiday, 1993) . Despite these findings, few studies have explored whether rape is associated with other aspects of emotion regulation.
The literature reviewed thus far focuses on associations between single victimization types -either CSA or adult assault-and emotion regulation deficits; however, numerous studies have shown that early CSA places women at increased risk for subsequent sexual assault during adolescence or adulthood (for reviews see Classen, Palesh, & Aggarwal, 2005; Messman-Moore & Long, 2003; Roodman & Clum, 2001) . It is plausible that these revictimized women experience even greater problems with emotion regulation due to a cumulative impact of multiple abuse experiences. This possibility is supported by findings of negative outcomes such as trauma symptoms and substance abuse among revictimized women compared to those who have experiences single victimizations (Filipas & Ullman, 2006; Follette, Polusny, Bechtle, & Naugle, 2006; Kilpatrick, Acierno, Resnick, Saunders, & Best, 1997) . Additionally, in the realm of emotional functioning, revictimized women seeking treatment appear to have more difficulties with alexithymia (Cloitre et al., 1997) . This is important because the ability to differentiate between emotional states is considered a crucial precursor to effective emotion regulation (Feldman Barrett, Gross, Christensen, & Benvenuto, 2001 ).
Collectively, these findings suggest that sexually victimized women may experience difficulties with select aspects of emotion regulation. Further, there are indications that revictimization may exert a cumulative impact on certain emotion regulation abilities. However, most studies to date have focused exclusively on single victimization experiences (i.e., CSA or adult assault) and a lone aspect of emotion dysregulation (e.g., alexithymia) without considering associations between multiple victimization experiences and other important facets of emotion regulation facets, such as emotional acceptance, access to adaptive emotion regulation strategies, distress tolerance, and behavioral impulsivity.
The present study addresses these gaps in the literature in a high-risk sample of incarcerated women. Incarcerated women are an important group to study because of the high rates of child sexual abuse and rape found in this population (Browne, Miller, & Maguin, 1999; DeHart, 2008; Green, Miranda, Daroowalla, & Siddique, 2005; Messina, Burdon, Hagopian, & Pendergast, 2006) . There is also a high need for services designed to target rape-related trauma symptoms among female inmates (Browne et al., 1999; Green et al., 2005; Messina et al., 2006) , and failure to address these symptoms may result in adjustment difficulties both in prison and after release (Messina et al., 2006) . Thus, knowledge of specific emotion regulatory difficulties may shed light on important avenues for intervention in this population.
The primary hypotheses for the present study are as follows:
1. Consistent with the revictimization literature (e.g., Classen et al., 2005) , we expected that self-reported sexual abuse during childhood would be positively related to later adolescent or adult victimization in the present sample of incarcerated women.
2.
We also expected that women with a history of sexual victimization (either during childhood or adolescence/adulthood would report increased emotion regulation difficulties across a variety of domains, and that when compared to child sexual abuse victims, those reporting adolescent/adult rape would report greater problems with emotion regulation due to the recency of the assault.
3.
Finally, consistent with a cumulative impact model, we predicted that, compared to non-abused and singly victimized women, those reporting revictimization (CSA and either adolescent or adult victimization) would report greater difficulties with a range of emotion regulatory processes, including difficulties with emotional awareness and emotional clarity, nonacceptance of emotions, difficulties engaging in goal-directed behavior when distressed, impulse control problems, and limited access to emotion regulation strategies
Method Participants
Participants were 160 female prisoners recruited from a correctional facility in a Midwestern state. The present study used a non-random self-selected sample, comprising approximately 58% of the total inmate population (N = 275) housed at the facility. Mean age of participants was 35.4 (SD = 9.3) years old and mean length of incarceration was 2.2 (SD = 3.56) years. The sample was predominantly European-American (69%), although a substantial proportion reported their ethnicity as African-American/black (13.2%) and Native American (8.2%). Most participants were single (42.5%) or divorced (32.5%), and more than 78% had completed high school or beyond (see Table 1 for demographics).
Measures
Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998)-The CTQ is a 28-item self-report questionnaire that assesses five types of childhood maltreatment retrospectively from adults: emotional abuse, physical abuse, sexual abuse, emotional neglect, and physical neglect. Respondents indicate if they had experienced each type of maltreatment during their childhood on a scale from 1 (never true) to 5 (very often true).
Responses to the CTQ are summed, with higher scores indicating greater levels of each type of maltreatment. To provide a measure of maltreatment occurring only during childhood, the instructions in the present study were revised to assess only those experiences that had occurred prior to the age of 14. Child maltreatment victim status was determined using cutoffs provided by the authors (Bernstein & Fink, 1998) . Numerous investigations attest to the reliability and validity of this measure (Bernstein et al., 1994; Bernstein et al., 2003; Scher, Stein, Asmundson, McCreary, & Forde, 2001 ). In the current study, the internal consistency reliability coefficients for the CTQ subscales ranged from .82 to .97. Although the CTQ yields subscales for five types of maltreatment, only the sexual abuse subscale were used in the present investigation as those are the forms of maltreatment that have been empirically linked to adult sexual assault (Cloitre et al., 1996; Desai et al., 2002; MessmanMoore & Brown, 2004) .
Sexual Experiences Survey -Revised (SES-R; Koss et al., 2007)-
The SES-R is a self-report questionnaire that assesses unwanted sexual experiences since the age of 14.
Respondents indicate the number of times a specific sexual act occurred (ranging from 0 to 3 or more) due to force (holding down, use of a weapon, threats of harm to self or loved ones), coercion (verbal pressuring, criticism, anger), and incapacitation due to substances. As suggested by Koss et al. (2007) , rape was defined as unwanted sexual activities that occurred due to the use of force (holding down, use of a weapon) or incapacitation due to substances since the age of 14.
Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004)-The
DERS is a 36-item self-report instrument that assesses six factor-analytically-derived facets of emotion regulation: nonacceptance of emotional responses (6 items), difficulties engaging in goal-directed behavior (5 items), impulse control difficulties (6 items), lack of emotional awareness (6 items), limited access to emotion regulation strategies (8 items), and lack of emotional clarity (5 items). Nonacceptance of emotional responses refers to the tendency to have negative secondary reactions to negative emotions (e.g., feeling angry about being sad). Difficulties engaging in goal-directed behavior refers to problems concentrating and completing tasks when experiencing distress. Impulse control problems refer to difficulties remaining in control of behavior when upset. Lack of emotional awareness refers to problems attending to and acknowledging emotions. Limited access to emotion regulation strategies refers to the belief that little can be done to effectively change emotions once upset. Finally, lack of emotional clarity refers to the ability to clearly identify the emotions one is experiencing.
Participants respond to items on a 5-point scale anchored from 1 = almost never to 5 = almost always. The possible scores for each subscale range from 5-25 for the difficulties engaging in goal-directed behavior and lack of emotional clarity subscales to 6-30 for the nonacceptance of emotional responses, impulse control difficulties, and lack of emotional awareness subscales to 8-40 for the limited access to emotion regulation strategies subscale.
Higher scores reflect greater emotion regulation difficulties. The DERS has good internal consistency (alpha = .93) and an overall test-retest coefficient of .88 with coefficients ranging from .57 to .89 for the subscales (Gratz & Roemer) . In the current sample, alpha was .96 for the DERS total, with coefficients ranging from .83 to .90 for the subscales. In terms of construct validity, DERS responses are positively associated with measures of experiential avoidance, and negatively correlated with measures of emotional expressivity (Gratz & Roemer) . Furthermore, the DERS has been used in research with populations known to have difficulties with emotion dysregulation (e.g., alcohol patients; Fox, Hong, & Sinha, 2007) .
Procedures
Data for the present study were part of a larger investigation of sexually coercive experiences within the prison environment. After obtaining Institutional Review Board approval from the University of Nebraska-Lincoln and the prison, posters were placed throughout the correctional facility advertising a study that involved "completing questionnaires about personal experiences in prison, emotions and attitudes, and prior life events." The advertisement instructed interested women to contact mental health staff to request a study appointment. Data collection took place in a large room containing several tables and chairs to allow ample space between participants. Approximately fifteen women completed the study during each data collection session. After providing written informed consent, participants completed packets of questionnaires, which they sealed and returned to researchers. To minimize the risk of a breach of confidentiality and further protect inmate privacy when reporting such personal experiences, prison staff were not present during questionnaire completion. As compensation for completing the study questionnaires, $5 was credited to each participant's inmate account.
Results
According to the cut scores provided by the CTQ authors (Bernstein & Fink, 1998) , approximately half of the sample (n = 84) reported sexual abuse. The mean CSA score for victims of CSA was 16.99 (SD = 6.56), which is considered moderate/severe by the authors (Bernstein & Fink) . Using Koss et al.'s (2007) scoring recommendations for the SES, 56% (n = 90) of participants reported at least one rape since the age of 14. Of those who met Koss's definition of rape since age 14, 57% (n = 51) reported at least one instance of oral sex while too intoxicated to stop what was happening, 36% (n = 32) reported at least one instance of oral sex due to threats of physical violence, and 49% (n = 44) reported at least one instance of oral sex due to physical force, including the use of a weapon. Additionally, 72% (n = 65) reported vaginal penetration while too intoxicated to stop what was happening, 47% (n = 42) reported at least one instance of vaginal penetration due to threats of physical violence, and 67% (n = 60) reported at least one instance of vaginal penetration due to physical force. Finally, 32% (n = 29) reported anal penetration while too intoxicated to stop what was happening, 18% (n = 16) reported at least one instance of anal penetration due to threats of physical violence, and 28.7% (n = 25) reported at least one instance of anal penetration due to physical force.
Consistent with the first hypothesis, CSA victims were significantly more likely to experience adolescent and adult rape, χ 2 (1) = 20.52, p < .001, when compared to nonvictims. Moreover, nearly 37% (n = 59) of women met criteria for revictimization (both CSA and rape since the age of 14). For the remaining analyses, 49 (30.6%) women were considered non-victims, 22 (13.7%) were considered child-only victims, 30 (18.8%) were considered adolescent/adult rape victims, and 59 (36.9%) were considered re-victimized (i.e., they experienced both child and adolescent/adult victimization). When these groups were compared on demographic variables, there were no differences in age, F(1, 159) = 1.2, p = .31, MSerror = 87.4, marital status, χ 2 (12) = 16.38, p = .18, or highest education completed, χ 2 (12) = 13.78, p = .32. However, CSA (n = 12), adolescent/adult assault (n = 26), and revictimized women (n = 46) were more likely to report their race/ethnicity as white, χ 2 (15) = 30.89, p < .01.
To evaluate the hypotheses that CSA and adolescent/adult assault victims would report greater emotion regulation problems compared to non-victims, and revictimized women (i.e., those reporting CSA as well as adolescent/adult assault) would demonstrate greater emotion regulation difficulties than CSA, adolescent/adult assault victims, or non-victimized women, analysis of variance (ANOVA) was used to compare mean DERS scores between these groups. Results revealed significant differences between non-victimized, CSA, adolescent/adult assault, and revictimized (CSA and ASA) women on the DERS total, F(3,156) = 4.0, p < .05, MSerror = 2403.4, as well as on the nonacceptance, F(3,156) = 4.71, p < .01, MSerror = 136.7, impulse control difficulties, F(3,156) = 2.6, p<.05, MSerror = 65.8, emotional awareness, F(3,156) = 2.8, p<.05, MSerror = 73.7, and clarity, F(3,156) = 3.7, p < .05, MSerror = 56.9, subscales (see Table 2 ). Follow-up analyses using Fisher's LSD are also reported in Table 2 . These results revealed that revictimized women (i.e., those reporting both CSA and ASA) had higher scores than did non-victimized and singlyvictimized women on overall emotion dysregulation, nonacceptance of emotions, and lack of emotional clarity. Revictimized women also had higher mean scores on emotional awareness when compared to non-victimized women and those reporting only CSA; however, scores were statistically similar for women reporting rape. Further, revictimized women had significantly higher impulse control scores when compared to women reporting rape; non-victims and child-only victims had statistically similar scores on this subscale.
Discussion
Rates of child sexual abuse and adolescent/adult sexual victimization (50% and 57%, respectively) in the present study were substantially higher than rates of sexual victimization reported by college and community samples (see Classen et al., 2005 for review) . This finding is consistent with other research suggesting that incarcerated women experience more trauma exposure (Green et al., 2005) , and again highlight the magnitude of the problem with this population. Child sexual abuse was also positively associated with later adult rape (38% of total sample reported revictimization), extending previous research documenting the existence of revictimization in college, clinical, and community samples. When compared to baseline DERS means for alcohol patients (Fox et al., 2007) , revictimized women in the present study report slightly higher means on four of the six subscales, including emotional nonacceptance, difficulties engaging in goal-directed behavior when distressed, impulse control problems, and limited access to emotion regulation strategies. However, revictimized women report similar means on the emotional clarity subscale and slightly lower means on the emotional awareness subscale when compared to alcohol patients. This suggests that revictimization and alcohol abuse may be differentially associated with specific emotion regulation deficits although more research with emotionally dysregulated samples is necessary.
Contrary to expectations, singly victimized women did not evidence heightened problems with emotion regulation when compared to non-victimized women. However, because incarcerated women report high rates of general trauma exposure (Messina et al., 2006) , it is possible that the non-victimized women experienced other traumatic life events that could impact emotion regulation abilities and obscure differences between sexual assault victims and non-victims alone. Indeed, if physical abuse and other forms of trauma had been assessed in the present study, it is possible that the vast majority of female inmates (including those considered non-victims here) would actually report some form of victimization, particularly physical victimization by an intimate partner (e.g., Lake, 1993) . In addition to these considerations, it also is possible that in many cases, single victimization experiences simply do not engender lasting emotion regulation deficits, and any spikes in emotion dysregulation occurring in the immediate aftermath of assault may dissipate by the time of the assessment.
Consistent with research suggesting a cumulative impact of sexual revictimization on psychosocial functioning (Follette et al., 2006) , women reporting revictimization demonstrated increased emotion dysregulation across multiple domains, including overall emotion dysregulation, emotional nonacceptance, and lack of emotional clarity. Findings of greater emotional nonacceptance on the part of revictimized women contribute to the growing body of research suggesting that abuse survivors may be more likely to endorse negative secondary appraisals of emotions (e.g., feeling angry or ashamed about being upset; Gratz et al., 2007) . Not only might it be taxing for assault survivors to acknowledge and accept consistently elevated levels of negative affect, but adverse secondary emotions also may further heighten overall affectivity. These findings also are important because emotional nonacceptance has been found to contribute to experiential avoidance (Gratz et al.) , which may in turn exacerbate posttraumatic distress symptoms . Thus, emotional nonacceptance may serve as an important clinical target for abuse survivors with posttraumatic stress symptoms. Acceptance-based models (e.g., Hayes, 1999; Linehan, 1993) , which helps individuals direct their attention broadly toward their own emotional experiences, rather than attempting to control them, may be appropriate modes of intervention with this population of assault survivors.
The finding that revictimized women reported greater problems with emotional awareness and clarity also corroborates past research linking multiple victimizations to difficulties identifying and labeling emotions (Cloitre et al., 1997; Zeitlin et al., 1993) . Lack of attention to emotional states and persistent confusion about one's emotional experiences could lead to frustration, ultimately heightening negative affect. Interestingly, revictimized women did not differ from women reporting rape only in levels of emotional awareness, suggesting that experiencing rape as an adult may have a substantial impact on this domain of emotional functioning even more so than CSA. It could be the recency of the trauma that makes adult rape appear more emotionally destabilizing. This finding is consistent with Diamond and Aspinwall's (2003) notion that emotion regulation fluctuates over time in response to life stressors.
Revictimized women also reported more problems accessing emotion regulation strategies, which suggests that they may feel ineffective in down-regulating chronic negative emotions. Consistent with learned helplessness theory (Alloy & Seligman, 1979) , revictimized women may experience persistent and overwhelming distress reflecting a generalized sense of powerlessness resulting from repeated, uncontrollable victimization experiences. These feelings may translate into less efficacious attempts to reduce such negative emotions. Finally, revictimized women reported more impulse control difficulties than did women reporting only rape, suggesting that adult rape victims may be primed to experience increased impulsivity only if they also experienced CSA. Notably, no differences were observed in goal-directed behavior when distressed across any of the victimization groups. However, it may be difficult to assess this aspect of emotion regulation among incarcerated women as they may have limited freedom to set and attain goals. Further, laboratory-based measures have been developed to assess the pursuit of goal directed behaviors while distressed (Lejuez, Kahler, & Brown, 2003) , and may be more sensitive to detecting these abilities among abuse survivors than self-report measures alone.
Overall, these findings highlight the pervasiveness and severity of emotion regulation difficulties for women reporting sexual revictimization. Furthermore, the finding that singly victimized women did not experience the magnitude of emotion regulation problems observed in revictimized women points to repeated victimization as uniquely related to emotion regulation problems. This finding not only fits with Follette and colleagues' (2006) work on detrimental outcomes associated with revictimization, but it also supports other literature such as that on polyvictimization (Finkelhor, Ormrod, & Rurner, 2007) and adverse child events (Felitti et al., 1998) documenting the cumulative effects of multiple victimizations.
Recent theoretical writings suggest that uncontrollable and unpredictable child abuse experiences may lead to difficulties managing chronically elevated negative affect such as intense fear and arousal (Marx et al., 2005) . The present findings extend this theory by suggesting that experiencing repeated victimizations over the lifespan (rather than only in childhood) may also increase emotion regulation difficulties. Specifically, revictimized women appear to have heightened problems accepting negative emotions that are frequent sequelae of abuse. To avoid this pain, they may be more likely to withdraw emotionally, limiting their ability to identify emotions and effectively employ emotion regulation strategies appropriate for a particular situation.
Although the present findings are consistent with a possible additive impact of sexual revictimization on emotion regulation problems, emotion dysregulation also may be a risk factor for initial and subsequent sexual victimizations. For instance, theory suggests that victimized women may be less likely to discern risk cues in the environment due to the depletion of attentional capabilities associated with increased emotion dysregulation (Marx et al., 2005) . It also is possible that victimized women with poor emotion regulation abilities engage in more risk behaviors (e.g., substance abuse, casual sex) to reduce negative affect. These emotionally avoidant responses may heighten risk of sexual victimization by increasing exposure to potential perpetrators and decreasing the ability to effectively defend oneself (Grayson & Nolen-Hoeksema, 2005; Orcutt, Cooper, & Garcia, 2005) . It is also possible that emotion dysregulation and victimization are mutually influential, each operating to impact the other in reciprocal fashion. More specifically, repeated victimization experiences may increase emotion regulation problems, which then further increases risk for subsequent victimizations. Although data for the present study were collected crosssectionally, and thus cannot address the temporal sequencing of these variables, prospective studies may better shed light on these processes.
Additional limitations of the current study should be acknowledged. Similar to many studies examining the long-term effects of child maltreatment, this study relied on retrospective self-report methodology to assess victimization; therefore, responses may have been biased by inaccurate recall or underreporting. Future studies should attempt to corroborate abuse reports or follow abuse victims prospectively from childhood through adulthood. Further, although the questionnaires used in the present study are well-validated self-report measures, additional insight may be gained by incorporating laboratory assessments of emotion regulation into future studies examining links between victimization and emotion regulation difficulties.
These limitations notwithstanding, the present study has important clinical implications for those working with incarcerated women. Specifically, these findings suggest that female inmates report high rates of prior victimization, including child sexual abuse and adolescent and adult sexual assault. As a consequence, clinicians developing prison-based treatment and rehabilitation programs should consider assessing victimization experiences and tailoring interventions to address problems arising from prior victimization. The current study also found strong links between various forms of sexual victimization and emotion dysregulation, suggesting the possible importance of incorporating an emotion regulation skills training component into sexual victimization treatment programs. Moreover, the finding that emotion dysregulation was particularly prominent among women with more severe sexual victimization histories (i.e., revictimization) suggests that these women may be in particular need of emotion regulation skills interventions. One existing treatment model that may inform the development of services for female inmates is the STAIR program (Cloitre, Koenen, Cohen, & Han, 2002) , which was designed specifically to address interpersonal and emotion regulation problems among adult women with child sexual abuse histories. 
